SUMMARY We report seven cases of subretinal neovascularisation with inferior posterior staphyloma. The upper border of the shallow staphyloma, detected by B-mode echography, invaded the macular area, and there was a neovascular net at the edge of the staphyloma. Three of the cases showed chorioretinal atrophy at the upper edge of the staphyloma in the same location as the neovascular net. Our cases were identical to those of subretinal neovascularisation in high myopic eyes in which the rupture of Bruch's membrane was related to the deformity of the scleral shell. As our cases included not-high-myopic eyes, the results suggest that the identical mechanism might be involved in the occurrence of neovascular maculopathy in the pathological high myopic eye and in the not-high-myopic eye with posterior staphyloma. Localised inferior posterior staphyloma may be an important cause of 'idiopathic' subretinal neovascularisation.
SUMMARY We report seven cases of subretinal neovascularisation with inferior posterior staphyloma. The upper border of the shallow staphyloma, detected by B-mode echography, invaded the macular area, and there was a neovascular net at the edge of the staphyloma. Three of the cases showed chorioretinal atrophy at the upper edge of the staphyloma in the same location as the neovascular net. Our cases were identical to those of subretinal neovascularisation in high myopic eyes in which the rupture of Bruch's membrane was related to the deformity of the scleral shell. As our cases included not-high-myopic eyes, the results suggest that the identical mechanism might be involved in the occurrence of neovascular maculopathy in the pathological high myopic eye and in the not-high-myopic eye with posterior staphyloma. Localised inferior posterior staphyloma may be an important cause of 'idiopathic' subretinal neovascularisation. Subretinal Refraction ranged from +1-25 D to -8-0 D. Five of seven cases had vertical astigmatism. Refractive power within the inferior posterior staphyloma was also measured, so that all cases were found to be more myopic inferiorly. The fibrovascular membranes were small, ranging from 0-3 disc diameter to 1-0 disc diameter. Subretinal or choroidal haemorrhage around the fibrovascular membrane was seen in four cases (cases 1, 2, 3, 7). A chorioretinal atrophic focus lying across the macular area horizontally was seen in three cases (cases 1, 3, 6) . The atrophic focus formed the boundary between the upper fundus, with normal colour, and the lower one, with a tigroid appearance. Crescent formations were seen in all cases.
The posterior staphyloma detected by B-mode echography was localised in inferior half of the posterior pole and was most clearly shown when the eye was sectioned vertically. Representative echograms are shown in Figs. 1 and 2. Staphylomas were shallow and small in size. The upper edge of the staphyloma was sharp, lying across the macular area.
Representative fluorescein angiograms are shown in Figs. 3 and 4 . Subretinal neovascularisation was seen as typical fibrovascular nets at the macular area in the early phase of fluorescein angiography. We could also detect the inferior posterior staphyloma in fluorescein angiography with the aid of its sharp focusing. As the depth of the fundus inside the staphyloma was different from that outside it, the sharpness was guaranteed in half of the photograph, either inside or outside the staphyloma. Fluorescein angiography showed that fibrovascular membranes were close to the upper edge of the inferior posterior staphylomas in all cases. Atrophic foci seen in three cases were round the sharp upper edge of the staphyloma, and showed hyperfluorescence of a window defect (Fig. 3) .
Unaffected eyes also had inferior posterior staphylomas (seven eyes), vertical astigmatism (five eyes), and inferior or temporal inferior crescents (seven eyes).
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With regard to the subretinal neovascularisation in high myopia Curtin and Karlin reported that the regression coefficient for the incidence of Fuchs's spot in the eyes measuring 25-5 to 36-6 mm axial length showed no statistical significance.' More recently Hotchkiss and Fine noted that the median refractive error in a group with subretinal neovascularisation was less severe than in a group of unaffected eyes of identical cases. We reported that among myopic macular complications subretinal neovascularisation was seen when the posterior pole was not too elongated compared with macular break or focal chorioretinal atrophy." These findings suggest that subretinal neovascularisation occurs when the posterior pole of the eye is moderately elongated and that it is not necessarily high myopic.
Hence, even if our seven cases include a hyperopic Inferior posterior staphyloma, the main characteristic of our cases, is also found in the tilted disc syndrome. Cases 1 and 3 fit the tilted disc syndrome exactly, because they have the typical bilateral visual field defect. In the other five cases the existence of an inferior posterior staphyloma and inferior or temporal inferior crescent show their resemblance to the tilted disc syndrome. Why a visual field defect occurs in the tilted disc syndrome is still unclear, but, as the defect is in accordance with the inferior posterior staphyloma, the extension of the posterior fundus may cause the nerve fibre bundle defect. Similarly, Bruch's membrane may break down inside or at the edge of the staphyloma. Tilted disc and inferior or temporal inferior crescent are reliable signs of the existence of inferior posterior staphyloma.
The large and deep staphyloma in high myopia can be seen easily by binocular ophthalmoscopy, but a shallow one is sometimes difficult to detect. Some of the shallow staphvlomasin our cases could be detected only by ultrasonic echography. In the echographic drawing of the shape of a shallow staphyloma it is important to know where the staphyloma is located. We could get a clear drawing of the staphylomas by vertically sectioned B-mode echogram, since the staphylomas were always located at the lower half of the posterior fundus. The direction of the staphyloma almost coincided with that of the crescent, indicating the location of the staphyloma.
The age distribution of our patients (from 28 to 59 years) is noteworthy. First, senile disciform macular degeneration can be excluded. Secondly, as changes similar to high myopia are characteristic of senile eyes of any refractive denomination,9 we could not decide whether the change was related to the posterior staphyloma if the patient was 60 or over.
As our cases distinctly show that localised inferior posterior staphyloma is associated with subretinal neovascularisation, we assume that it is an important and perhaps main cause of 'idiopathic' subretinal neovascularisation. We thank T. Nishida, MD, for his encouragcment and critical suggcstions on this study.
